standardized 20-question multiplechoice survey. Immediately afterward, answer keys and explanations were distributed for participants to review and keep, along with supplemental training materials including videos, posters, and pocket guides.
Responses to questionnaires were scanned, scored, and analyzed by using Remark Offi ce software version 8.0 (OMR Data Center, Gravic Inc., Malvern, PA, USA). The Centers for Disease Control and Prevention determined that this evaluation was not research because it was conducted as a public health response to an emergency.
Of 233 respondents who completed surveys, 125 (54%) were physicians, 33 (14%) licensed nurses, 57 (24%) auxiliary nurses, and 18 (8%) another type of hospital staff. At least 58 (25%) believed that at least 1 of their 100 most recent patients had illness that met the defi nition for a suspected case of cholera.
Eighty (34%) respondents answered >80% of questions correctly; 97 (42%) answered 60%-79% of questions correctly, and 56 (24%) answered <60% of questions correctly. Nationally, the average overall test score was 71%.
Most (174 [75%]) respondents reported having received cholera protocol training after the start of the outbreak in Haiti, and 146 (63%) already carried their personal copy of the national pocket guide to cholera diagnosis and treatment. Respondents who had received cholera training answered a mean of 76% of questions correctly, whereas respondents who had not received cholera training answered a mean of 62% of questions correctly. Of respondents who reported receiving training, the largest group was physicians (111 [64%]). Most (>90%) participants correctly answered questions about case defi nitions for suspected cholera and the need for immediate rehydration for all cholera patients (Table) .
Most HCWs had received cholera protocol training through public health efforts, which improved knowledge in key topic areas. Improving health care response capacity is an important way to reduce cholera case-fatality rates (9) . The World Health Organization recommends that intervention strategies ideally should aim to reduce case-fatality rates to <1% by ensuring access to treatment and controlling the spread of disease (10) . As of December 18, 2010, cholera had been confi rmed in 59 persons in the Dominican Republic; 46 of these persons were hospitalized, and none died (1). Efforts to prepare HCWs likely contributed to the initially low case-fatality rate by improving clinical case management and response capacity. These successful collaborative efforts to train HCWs strengthened relationships and communication within local, national, and international public health networks.
This analysis has at least 4 limitations. First, although all major hospitals in the country were visited and all geographic regions are represented, hospital staff were not randomly selected; thus, results are not generalizable to hospital staff throughout the country. Second, denominator information for types of HCWs was not available. Third, biases are possible in self-reported survey results. Finally, HCWs at primary care centers, which may be commonly visited by persons seeking acute medical care especially in rural areas, were not systematically assessed.
To strengthen the capacity of HCWs to respond to threats such as epidemic cholera, our approach included site visits, dissemination of national clinical guidelines, and rapid assessment of knowledge defi ciencies that could be addressed by providing immediate training and educational materials. Training should involve not solely physicians but also hospital
Understanding the Cholera Epidemic, Haiti
To the Editor: After the devastating outbreak of cholera in Haiti in mid-October 2010, several hypotheses have emerged regarding the origin of the outbreak. Some articles and media reports pointed to the United Nations peacekeepers from Nepal as the source. Piarroux et al. drew a similar conclusion from their epidemiologic study (1) . Nepal did experience an outbreak of cholera during August-October 2010, in which 72 cases of infection with Vibrio cholerae O1, serotype Ogawa, were confi rmed, mostly among young adult males. The cases peaked from midSeptember to early October (Figure; online Appendix Figure, wwwnc.cdc. gov/EID/article/17/11/11-0981-FA1. htm), and no deaths occurred. Despite this similarity in timing, I believe several points need to be considered before a fi rm conclusion is reached.
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